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ABSTRACT
The current study examined clinicians’ utilization of the SCID-5-AMPD-I funnel structure. Across
237 interviews, conducted as part of the NorAMP study, we found that clinicians administered on
average 2-3 adjacent levels under each subdomain, effectively administering only about 50% of
available items. Comparing administration patterns of interviews, no two interviews contained the
exact same set of administered items. On average, when comparing individual interviews, only
about half of the administered items in each interview were administered in both interviews.
Cross-classified mixed effects models were estimated to examine the factors affecting item admin-
istration. Results indicated that the interplay between patient preliminary scores and item level
had a substantial impact on item administration, suggesting clinicians tend to administer items
corresponding to expected patient severity. Overall, our findings suggest clinicians utilize the
SCID-5-AMPD-I funnel structure to conduct efficient and individually tailored assessments informed
by relevant patient characteristics. Adopting similar non-fixed administration procedures for other
interviews could potentially provide similar benefits compared to traditional fixed-form administra-
tion procedures. The current study can serve as a template for verifying and evaluating future
adoptions of non-fixed administration procedures in other interviews.
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Semi-structured clinical interviews such as the Structured
Clinical Interview for DSM-5 (SCID-5-PD) and the
Structured Clinical Interview for the DSM-5 Alternative
Model for Personality Disorders (SCID-5-AMPD) (First
et al., 2018b, 2015a) have long been the gold standard for
assessment of personality disorders in both research and
clinical settings. Such interviews have been shown to be
more reliable than unstructured clinical interviews, and to
be better at differentiating patients from non-patients than
self-report measures (Ekselius et al., 1994; Miller et al., 2001;
Ottosson et al., 1998; Saigh, 1992). An important advantage
of semi-structured clinical interviews is their ability to strike
a balance between the standardization and personalization
of a clinical assessment (Mueller & Segal, 2015; Widiger &
Samuel, 2005). By providing a structured framework for
what an assessment should cover, semi-structured interviews
ensure a consistency in information gathering and a com-
parability of scores which unstructured clinical interviews
cannot match. Similarly, by allowing clinicians to follow up

on and evaluate patient responses, they provide a more per-
sonalized and in-depth assessment than self-report measures
or structured interviews (e.g., clinician-rated questionnaires).
Furthermore, semi-structured interviews also reduce the risk
of over- and underreporting of symptoms (Ottosson et al.,
1998; Stuart et al., 2014).

The legacy instruments SCID-II and SCID-5-PD follow
fixed administration rules in which all diagnostic criteria for
all PD diagnostic categories are assessed, and interview items
(i.e., interview questions) are administered in a chrono-
logical order (First & Gibbon, 2004; First et al., 1997, 2015a,
2015b). The SCID-5-AMPD Module I Level of Personality
Functioning Scale, developed to assess Criterion A of the
DSM-5 Section III Alternative Model for Personality
Disorders (AMPD), on the other hand, follows a so-called
funnel structure, whereby initial screening questions are
used to inform decisions about which parts of the interview
to administer, giving clinicians more freedom to choose
which items to administer, as well as the order in which to
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administer them (First et al., 2018a). While this freedom
provides an opportunity to conduct more individually tail-
ored assessments than what would be possible with fixed
administration procedures, it is important to explore
whether clinicians make use of that flexibility, and whether
their selection of interview content is based on clinically
relevant factors.

The administration of all items in the SCID-II and SCID-
5-PD is useful for multiple reasons. Firstly, as the standard
categorical model on which these interviews are based allow
for the concurrent diagnosis of multiple personality disor-
ders (American Psychiatric Association, 1994, 2013); and
since the presence of multiple concurrent personality disor-
ders is quite common in clinical practice (Clark, 2007), the
assessment of all diagnostic categories is often appropriate.
Secondly, the diagnosis of Personality Disorder Not
Otherwise Specified (PD-NOS), is commonly used if patients
satisfy general criteria for personality disorder and multiple
specific PD symptom criteria, without qualifying for a spe-
cific PD diagnosis. As such, an overview of the types of per-
sonality disorder criteria a patient qualifies for can be
valuable diagnostic information. In the AMPD, however,
personality disorder diagnoses are redefined in terms of per-
sonality functioning and pathological personality traits
(American Psychiatric Association, 2013). Personality func-
tioning is operationalized as the levels of personality func-
tioning (LPFS). The LPFS describes self- and interpersonal
functioning across the four domains of Identity, Self-
Direction, Empathy, and Intimacy. Five levels of functioning
are outlined under each of these domains ranging from 0
(little to no impairment) to 4 (extreme impairment). Each
level is defined by a description of what functioning on that
level under a given domain entails. Assessing the LPFS
involves evaluating the appropriateness of the descriptions
associated with the five levels of functioning under each of
the four domains. Only one level of functioning can be
assigned to each domain. This means that, rather than
assessing all levels for each domain, the clinician only needs
to identify the one level that best fits the patient.

The SCID-5-AMPD Module I: LPFS (SCID-5-AMPD-I)
is the SCID-II and SCID-5-PD equivalent for the LPFS
(First et al., 2018a). Highlighting descriptive elements out-
lined in the original LPFS, this interview divides the four
domains of the LPFS (Identity, Self-direction, Empathy and
Intimacy) into 12 subdomains (three for each of the four
domains). The interview begins with the clinician posing
eight general questions about the patient; how they view
themselves and their relationships. Based on the answers to
these eight initial questions, the clinician assigns a prelimin-
ary score between 0 and 4, representing the five levels of
personality functioning outlined in the LPFS. The clinician
then moves on to assess individual subdomains. When
assessing a subdomain, screener questions are used, along-
side the preliminary score assigned at the beginning of the
interview, in order to estimate which level of functioning
may best describe the patient under a given subdomain.
Based on this initial evaluation, the clinician selects a level,
and proceeds to pose interview questions corresponding to

this level under the subdomain being assessed (these inter-
view questions listed under each level of each subdomain
will henceforth be referred to as level-specific items). Level-
specific items are used to further evaluate which level may
best apply to the patient, and should be administered unless
a) the clinician has already gathered sufficient information
in order to answer them; or b) it becomes apparent that the
level under assessment is not appropriate to describe the
patient, suggesting the clinician should move to another
level on the LPFS scale. In this way, the clinician is
instructed to move between levels (e.g., from 1 to 2 or from
2 to 4), when the information gathered during the interview
suggests that it is appropriate to do so. In order to ensure
that the clinician does not underestimate the severity of the
patient�s condition, the clinician is also instructed to con-
tinue to assess increasing levels of impairment until the
patient clearly no longer qualifies for the level being
assessed. The assessment of subdomains continues in this
manner until the clinician decides which level description is
best suited to describe the patient�s functioning in each sub-
domain (First et al., 2018a). This means that clinicians are
not obliged to administer interview questions to which they
already have obtained the answers, or which they consider
not to be relevant or applicable to the patient.

This funnel structure provides flexibility by allowing the
clinician to select which parts of the interview to administer
to a given patient. For instance, if a certain level under a
given subdomain clearly is not suited to describe the patient,
then this level may not need to be administered. This flexi-
bility has the potential to make the interview more efficient
and individualized than a standard, structured interview
with fixed response categories, in which all items are admin-
istered. In the SCID-5-AMPD-I, clinicians are only required
to administer the parts of the interview that they consider
relevant to a specific patient. It is clear, that the flexible
approach (whereby items that are not deemed relevant can
be discarded) clashes with the standard approach (whereby
all items are administered sequentially in a predefined
order). At the time of writing, the implications of introduc-
ing this novel administration procedure have only been par-
tially examined. Previous research has primarily focused on
the psychometric properties of the SCID-5-AMPD-I, docu-
menting good to excellent interrater reliability in clinical
samples at the level of subdomain, domain and total scores
(Buer Christensen et al., 2018; Fossati & Somma, 2021;
Meisner et al., 2022). The instrument has also been found
by Hummelen et al. (2021) to be unidimensional, supporting
the interpretation of the total score as a single construct.
Furthermore, the SCID-5-AMPD-I has been shown to be
suitable for differentiating PD patients from healthy controls
(Buer Christensen et al., 2019; Meisner et al., 2022), and to
be a good predictor of outcome measures related to PD
severity, such as number of previous suicide attempts
(Kampe et al., 2018).

Although these findings are indeed promising, it is still
unclear whether the funnel structure makes the SCID-5-
AMPD more efficient and individually tailored than an
interview in which all items need to be administered.
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Furthermore, there are no studies examining the factors
affecting clinicians� decisions about which sections of the
interview to administer (e.g., which levels clinicians choose
to assess, and which level-specific items they choose to
administer). The funnel structure of the SCID-5-AMPD-I
may pose challenges to the clinicians regarding their ability
to make sound clinical decisions (based on relevant patient
characteristics) during the administration of the interview.
For instance, the structure of the interview itself or the clin-
icians� preferences for certain kinds of information could
unduly influence the decisions. Moreover, clinicians may
avoid administering confrontational interview items or be
more inclined to administer sections of the interview for
which there are many listed items, as more items could be
taken to imply that a section has greater importance. Since
clinicians� decisions about which parts of the interview to
administer are likely to impact scoring and subsequent diag-
nostic conclusions, we believe it is important to examine the
factors influencing these decisions. If the funnel structure is
found to function as intended (i.e., promoting efficiency and
individualized clinical assessments by allowing clinicians to
tailor the interview to individual patients), and the selection
of interview content is found to be determined by relevant
patient characteristics, this would suggest that similar fun-
nel-structured administration procedures could potentially
be used in other interviews where the underlying diagnostic
criteria are suitable (e.g., where the subject of assessment is
continuous). The current study could then serve as a tem-
plate for evaluating whether such adoptions are successful.

In the current study, we seek to explore whether clini-
cians make use of the possibility offered by the funnel struc-
ture of the SCID-5-AMPD-I to shorten the assessment and
to tailor it to individual patients, and to examine which fac-
tors contribute to the selection of interview items. To this
end, we will examine data from SCID-5-AMPD-I interviews
administered by clinicians in The Norwegian Study of the
AMP (NorAMP), which, at the time of writing, is the largest
SCID-5-AMPD-I dataset on record. We aim to answer the
following research questions:

1. To what extent do clinicians limit the SCID-5-AMPD-I
assessment to only the levels of functioning under each
subdomain considered to be appropriate for the patient
being assessed? To answer this research question, we
will examine the average number of levels assessed
under each subdomain of the interview. If clinicians fol-
low the administration procedures of the interview, we
do not expect them to administer level-specific items
from all levels under each subdomain. Rather, we expect
that clinicians primarily administer level-specific items
from a subset of adjacent levels.

2. To what extent do clinicians tailor the administration of
interview content to the patient being assessed? To
answer this research question, we will attempt to iden-
tify patterns of item administration across the dataset.
Since we assume that clinicians are actively adapting the
administration of interview content to the patient being

assessed, we expect to find a multitude of unique
administration patterns.

3. What factors contribute to the selection of interview
items? To answer this research question, we will esti-
mate a cross-classified generalized mixed effects model
(which in many ways resembles an item response theory
(IRT) model) exploring the effects of item characteristic
and expected patient severity on item administration.
Here, we expect item administration to be impacted by
an interaction between clinicians’ expectations about the
severity of their patients’ impairment in personality
functioning (as indicated by preliminary scores assigned
at the beginning of the interview) and the associated
severity of individual items (as indicated by the level
under which an item is listed in the interview).
Essentially, we expect clinicians to administer items that
correspond to the preliminary scores assigned to the
patient being assessed, as instructed by the interview
guidelines. Other item characteristics (item length, the
order in which items appear in the interview, and the
number of alternative items available) on the other
hand, are not expected to play a major role in item
administration, as these represent more superficial char-
acteristics of the interview content and structure.

Methods

Participants and procedure

The data for this study were collected as part of the
Norwegian Study of the Alternative Model for Personality
Disorders (NorAMP). The NorAMP study includes 317 par-
ticipants, 282 psychiatric patients and 35 healthy controls.
Participants in the clinical sample were recruited from dif-
ferent levels of psychiatric care across four Norwegian hos-
pitals. Participants in the healthy control sample were
recruited through information posters at the University of
Agder, the University of Oslo, and Sorlandet Sykehus.
During the data collection for the NorAMP study, patients
were administered the SCID-5-AMPD-I. For the purposes of
the current study, we extracted data on which items had
been administered in 237 of these interviews. Our sample
consisted of 152 women and 85 men, and the mean age in
the sample was 31.63 (SD¼ 10.12). Most patients (n¼ 142)
qualified for at least one personality disorder according to
the SCID-II at the time when the SCID-5-AMPD-I inter-
views were conducted (range ¼ 0—7, median ¼ 1). The
most common personality disorders in the sample were

Table 1. Number of participants per personality disorder.

Personality disorder N

Avoidant 57
Dependent 9
Obsessive-compulsive 16
Paranoid 22
Schizotypal 0
Schizoid 2
Histrionic 1
Narcissistic 2
Antisocial 20
Borderline 52
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Avoidant Personality Disorder (n¼ 57) and Borderline
Personality Disorder (n¼ 52). See Table 1 for a full overview
of all DSM-IV personality disorder diagnoses and their
prevalence in the current sample. SCID-5-AMPD-I inter-
views were carried out by twelve licensed psychologists and
psychiatrists from four Norwegian hospitals, who contrib-
uted to the data collection of the NorAMP study. The twelve
licensed psychologists and psychiatrists had all received a
two-day training seminar covering the theoretical back-
ground of the DSM-5-AMPD and the LPFS as well as case-
based training sessions for the administration and scoring of
the SCID-5-AMPD-I. In addition to this two-day training
seminar, raters held regular calibration meetings throughout
the data collection period for the NorAMP study.

Ethics

The data for this study were collected as part of the
NorAMP study. The NorAMP study was approved by the
regional committee for medical and health research ethics
(REK) on January 12, 2015 (REK ref.no: 2014/1696). An
official notice was submitted to REK regarding the add-
itional analyses conducted for the purposes of this study and
was approved on January 20, 2022 (REK ref.no: 9808).

Measures

All variables used in this study were extracted from data
from the NorAMP study. We extracted data on who had
conducted the interview (Interviewer), clinicians initial
expectations of patients’ personality impairment (Preliminary
LPFS scores), characteristics of the items being administered
(Item characteristics), and the administration of interview
content (Item administration, Level administration and
Administration patterns).

Interviewers
In the dataset used for the current study, each clinician had
been assigned a code ranging from 1 to 12 to
ensure anonymity.

Preliminary LPFS score
The SCID-5-AMPD-I is a semi-structured clinical interview
which assesses the Levels of Personality Functioning scale
which make up the criterion A of the DSM-5-AMPD. The
interview consists of 8 initial questions, 28 screening ques-
tions (between 1 and 5 per subdomain), and 168 level-spe-
cific items - i.e., interview questions listed under each level
under each subdomain (between 1 and 6 listed under each
level under each subdomain). The interview follows an
administration procedure whereby the clinician first admin-
isters the 8 initial questions. Based on these initial questions,
the clinician assigns the patient a preliminary LPFS score
between 0 (indicating little or no impairment) and 4 (indi-
cating extreme impairment), corresponding to the 5 levels in
the LPFS. This preliminary LPFS score and the screening
questions listed under each sub-domain are used as a guide

to determine which levels to assess and which of the 168
level-specific items to administer throughout the interview.
Preliminary LPFS scores, ranging from 0 to 4, assigned to
patients at the beginning of the SCID-5-AMPD-I interview
were recorded as an indication of clinicians� expectations
about the patients’ level of personality impairment.

Item characteristics
For all 168 level-specific items in the SCID-5-AMPD-I, avail-
able item characteristics were extracted from the Norwegian
translation of the SCID-5-AMPD-I interview used in the
NorAMP study. The variable Item length denotes the length
in characters (ranging from 27 to 229) of each item. The
variable Item level denotes the level (ranging from 0 to 4)
under which an item is listed under a given subdomain. The
variable Item alternatives denotes the number of items avail-
able (ranging from 1 to 6) under a given level of a given
subdomain. Lastly, the variable Item order denotes the order
(ranging from 1 to 6) in which an item appeared on a list of
available items under a given level of a given subdomain.

Item administration
In the NorAMP study, prior to administering the SCID-5-
AMPD-I, clinicians were instructed to record patient
responses to all administered interview items, assigning a
number to signify whether the patient confirmed (3), partly
confirmed (2) or denied (1) the content of an administered
item. For the purposes of the current study, we were inter-
ested in whether or not individual interview items had been
administered. Recorded patient responses were therefore re-
coded into a dichotomous variable, item administration,
where 0¼ not administered and 1¼ administered. Item
administration was recorded for all 168 level-specific items
across 237 available SCID-5-AMPD-I interview protocols
where recordings of patient responses were consistent and
legible. A trained graduate student, under supervision of the
first author, looked through all available pen-and-paper
interview protocols from the NorAMP study. Any item for
which a response marking could be located was coded as
administered, and any item for which a response marking
could not be located was coded as not administered. Items
for which response markings were illegible or ambiguous
(e.g., arrows or markings drawn next to an item without
any recorded patient response) were coded as missing, as it
was impossible to determine whether the item had been
administered or not.

In addition to having access to pen-and-paper interview
protocols for the interviews included, we also had access to
twelve video-recorded interviews. In order to evaluate
whether the indirect scoring of item administration could be
considered accurate, observational scoring of item adminis-
tration was conducted for the twelve video-recorded inter-
views available to us. A trained graduate student, under
supervision of the first author, watched all twelve interviews
in their entirety and scored item administration observation-
ally. Though the twelve interviews were conducted by only
four out of the twelve raters involved in the NorAMP study,
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these four raters had conducted the majority (55.27%) of
the interviews included in the current dataset. Across these
interviews, we found between 1 and 17 items for which
interviewers had recorded a response marking in their pen-
and-paper interview protocol for an item which was not
observed as being administered in the video-recorded inter-
view (Median ¼ 5).

Similarly, we found between 0 and 16 items for which
interviewers had not recorded a response marking in their
pen-and-paper interview protocol for an item which was
observed as being administered in the video recorded inter-
view (Median ¼ 2). Both kinds of errors in clinicians�
reporting may have impacted the overall quality of our data-
set, and lacking access to video-recordings of all included
interviews, it is difficult to determine the overall rate of
erroneous reporting. Given that no clear pattern was
observed for these errors in reporting, and because the inci-
dence rate of erroneous reporting was low across these
twelve interviews, the item administration data were
assumed to be of acceptable quality.

Level administration
For each level under each subdomain of each interview, level
administration was recorded as a dichotomous variable
(0¼ not administered, 1¼ administered). Across interviews,
a level under a given subdomain was recorded as adminis-
tered if at least one level-specific item from that level had
been administered under that subdomain.

Administration patterns
For each interview, administration patterns were recorded as
a 168-digit numeric pattern representing item administration
across all 168 level-specific items. For an interview in which
the first three level-specific items had all been administered,
the first three digits in the administration pattern of that
interview would be ‘111’. Conversely, if the first three level-
specific items had not been administered in an interview,
the first three digits in the administration patterns of that
interview would be ‘000’.

Analysis

All analyses were performed in R version 4.1.2 (R Core
Team, 2021). In order to evaluate whether clinicians in our
sample shortened the SCID-5-AMPD-I interview by admin-
istering items from only a subset of adjacent levels for each
subdomain (RQ1), we examined the number of levels
administered under each subdomain of each interview, as
well as the number of adjacent levels administered per sub-
domain across interviews.

In order to evaluate whether clinicians in our sample
adapted the administration the SCID-5-AMPD-I interview
to individual patients (RQ2), administration patterns were
compared across interviews. The amount of overlap between
interviews was calculated as median percent overlap between
each administration pattern against all other administration
patterns. Essentially, we compared the administration

pattern of each individual interview to that of every other
interview (236 comparisons per interview), calculating the
pairwise percent overlap in administration patterns. The
median of these 236 percentages, for each interview is labeled
the median percent overlap for that interview. A Monte Carlo
simulation test (Mooney, 1997) was performed to compare
the amount of observed overlap in administration patterns to
the expected overlap if item administration had been random
(50% likelihood of administration for each item).

In order to examine the factors that contributed to the
selection of items for administration during the interview
(RQ3), we modeled the probability of administering an item
as a function of patient, item, and interviewer characteristics
using a mixed-effects logistic regression modeling approach.
A model-comparison strategy using likelihood-ratio tests
was implemented and used to compare a sequence of four
models which incorporated a) study design factors, b) inter-
view-procedural factors, and c) more incidental item fea-
tures. Models were estimated using full-information
maximum likelihood through the lme4 R-package (Bates
et al., 2015). Relative variance components are reported as
R2 effect size measures for random effects and joint fixed
effects separately, and for the full model.

In a first baseline model, we accounted for the fact that
interviewers might vary on the number of questions they
tend to ask, that patients might vary on the number of ques-
tions they would prompt the interviewers to ask and elicit,
and that items might vary in the tendency to be askedi. A
variance component (i.e., random intercept) was included
for each of these three main sources of variation in item
administration that are a natural part of the study design. In
a second model, a fourth interviewer-by-item variance com-
ponent was added to reflect the possibility that interviewers
might differ in their tendency to administer specific items.
Given the training all twelve interviewers had received, we
did not expect large differences in their personal implemen-
tation of the interviewing procedures; however, it is still not
unlikely that some idiosyncratic tendencies could occur.

In order to assess whether the intended individualization
of the interview occurred, matching the level of the adminis-
tered item to initial expectations of the patient’s severity as
the interview guidelines prescribe, the interaction between the
level of the item and the SCID-5-AMPD-I preliminary score
were added as fixed effects to a third model. In order to study
the relative impact of the three more incidental item features
over and above the more structural interview-procedural fac-
tors, the three item characteristics (order, alternatives, length)
were added as fixed effects to a fourth model.

Results

Missing data

Across interviews, the rate of missing data for the item
administration variable ranged from 0-17%, with a median
of 1%. Only 6 out of 237 interviews had more than 10%
missing values on the item administration variable. Across
items, the rate of missing data ranged from 0-16% with a
median of 1%, with only 2 out of 168 items having more
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than 10% missing. Examining the 10 items with the highest
rate of missing values, we found that 8 of these items cov-
ered narcissistic or antisocial behaviors or qualities (e.g., ‘Do
you think other people should just get out of your way, and
let you do what you want?’ or ‘Are you willing to ignore the
rules to get what you want?’). This may indicate that clini-
cians were reluctant to administer confrontational items or
that clinicians deemed these items to be non-relevant.
Beyond these observations no systematic tendencies were
found for the missing data. Missing values on the item
administration variable were treated as missing at random.

For the Preliminary LPFS score variable, 25 interviews had
missing values. These 25 interviews were therefore excluded
when estimating the cross classified mixed effects model. For
the item characteristic variables (item length, item level, item
order, and item alternatives), there were no missing values.

Descriptive statistics

Across the 237 interviews, between 22 and 165 out of 168
level-specific items had been administered. The mean num-
ber of administered items was 84, which constitutes 50.1%
of the 168 available level-specific interview questions. On
average, individual items were administered in 119 inter-
views out of 237 included interviews (range: 16 - 187).
Table 2 shows the median and range for all predictor varia-
bles included in the cross classified mixed effects model.

Level administration and level adjacency

Clinicians administered items from between 0 and 5 levels
of severity under each subdomain. Table 3 shows an

overview of mean number of levels administered under each
subdomain. This table also shows, for each subdomain, the
number of interviews in which clinicians administered 2, 3,
4 and 5 adjacent levels. Lastly, the table shows the number
of interviews in which clinicians administered items from
non-adjacent levels or administered no level-specific items.
As can be seen from this table, the mean number of levels
administered ranged from 2.34 to 3.07 across the 12 subdo-
mains. Across the 12 subdomains, there were between 0 and
4 interviews in which clinicians administered no level-spe-
cific items. This was surprising as it would indicate that for
these interviews, patients were assigned scores for a given
subdomain without the clinicians actively assessing any of
the five levels of severity. This occurred most frequently for
subdomain 9 (Understanding of Effects of Own Behavior on
Others). Similarly, across subdomains there were between 4
and 25 interviews in which clinicians administered level-spe-
cific items from all five levels. This would suggest that for
these interviews, clinicians may have had trouble determin-
ing a patient’s score on a given subdomain, and therefore
found it necessary to actively assess all levels of severity.
This occurred most commonly for subdomain 11 (Desire
and Capacity for Closeness). Instances of both none and all
levels being administered were very rare.

By far the most common observation under each subdo-
main was that clinicians administered items from 2 or 3
adjacent levels. This would suggest clinicians carried out an
active evaluation of a subset of adjacent levels before deter-
mining a final score for the patient, as is described in the
administration guidelines for the interview. There were how-
ever between 3 and 26 interviews per subdomain for which
clinicians administered items from two or more non-adjacent
levels. In these instances, clinicians most commonly adminis-
tered items from levels 0 and 2, skipping level 1, or adminis-
tered items from levels 1 and 3, skipping level 2. These two
patterns were observed for 111 out of 118 instances of non-
adjacent item administration. Considering there are in total
2844 level administration instances (12 subdomains by 237
participants), non-adjacent level administration was also very
rare. Thus, in most cases clinicians administered items from

Table 2. Median and range for predictive variables.

Classification Variable name Median Range

Item characteristics Item level 2 0–4
Item order 2 1–6
Item alternatives 3 1–6
Item length 84 27–229

Patient severity Preliminary score 2 0–4

Table 3. Overview of level assessment across subdomains.

Subdomains Mean 2 Adj 3 Adj 4 Adj 5 Adj Nonadjacent admin Non admin

� Identity
Sense of Self 3.00 55 90 59 18 10 0
Self Esteem 3.07 50 97 71 9 3 0
Emotional range and regulation 2.81 78 86 52 7 6 0
� Self-direction
Ability to pursue meaningful goals 2.58 83 81 33 10 9 1
Internal standards of behavior� 2.65 89 80 39 8 8 0
Self-reflective functioning 2.66 77 83 43 8 9 2
� Empathy
Appreciation others�experiences�� 2.87 69 80 56 14 7 3
Tolerance of differing perspectives 2.76 72 77 50 13 8 2
Understanding effect own behavior��� 2.65 72 95 41 4 8 4
� Intimacy
Depth and duration of connections 2.81 59 80 48 19 12 0
Desire and capacity for closeness 2.73 73 65 40 25 11 3
Mutuality of regard reflected in behavior 2.34 80 61 37 7 26 1

Note. Mean¼mean number of levels assessed per subdomain, n Adj¼ number of interviews for which clinicians administered interview items from n adjacent
levels. Nonadjacent admin¼ number of interviews for which clinicians administered items from nonadjacent levels. Non admin¼ number of interviews for
which clinicians did not assess any levels under a given subdomain. The complete labels of these subdomains are: �constructive, prosocial internal standards
of behavior; ��Understanding and appreciation of others�experiences and motivations; and ���Understanding of effects of own behavior on others.
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between 2 and 3 adjacent levels under each subdomain, and
deviations from this pattern were rare.

Analysis of administration patterns

Across interviews, all administration patterns were unique,
with no two interviews having the exact same value for item
administration across all items. This was surprising, as it
suggests no two patients were administered exactly the same
set of interview items. Across interviews, average median
percentwise overlap ranged from 6.7 to 97.6 and the average
median overlap across all interviews was 55.7%. This
observed average median overlap across interviews indicates
that, on average, interviews in our sample share about half
of the administered content with other interviews. If the
SCID-5-AMPD-I interview had followed a fixed administra-
tion procedure like the one specified for SCID-II and SCID-
5-PD, we would expect to find 100% overlap across
interviews. Figure 1 shows the percentwise overlap across all
interviews. For each interview, a thin boxplot was drawn of
their percentwise overlap with all other interviews. Interviews
were organized in ascending order of overlap from left to
right, with interviews at the leftmost end of the graph having
the least median percentwise overlap with other interviews,

and interviews at the rightmost side having the greatest
median percentwise overlap with other interviews.

Observed overlap was found to have a greater range than
expected overlap if item administration had been random,
with observed minimum overlap (6.7%) being less than min-
imum expected random overlap (48.5), and observed max-
imum overlap (97.6%) being greater than maximum expected
random overlap (70.7). This degree of diversity in observed
overlap suggests that observed overlap among administration
patterns in our sample was systematic and not likely to occur
at random, which implies that clinicians adjust the adminis-
tration of interview content to individual patients.

Factors influencing item administration

Table 4 outlines the findings of the cross-classified general-
ized mixed effects analysis. In the initial baseline model
(Model 1), the main differences in item administration due
to interviewer, patient and item variances were accounted
for. About 4% of the variation in item administration could
be attributed to differences among interviewers (i.e., some
interviewers tend to administer slightly more/fewer items
than others), about 11% could be attributed to differences
among patients (i.e., some patients may prompt the inter-
viewer to ask and elicit more/fewer questions than other
patients), and about 14% to differences between items (i.e.,
some items tend to be administered more/less frequently
than others). The probability of an average item being
administered by the average interviewer to the average
patient was estimated to be about 50% (i.e., logit(b0¼
�.06)). This lines up with the observation, mentioned under
descriptive statistics, that patients were, on average, adminis-
tered half of the 168 level-specific interview items.

In order to account for the possibility that item adminis-
tration varied across interviewers, the next modeling step
(Model 2), included an item-by-interviewer interaction term,
added to reflect the extent to which interviewers differ in
their tendency to administer certain items above their per-
sonal trend in the overall rate of item administration. This

Figure 1. Overlap in administraton pattern across interviews.
Note. Each horizontal line represents a boxplot of the percentwise overlap of a
single interview against all other interviews. Interviews are organized in ascend-
ing order of overlap from left to right.

Table 4. Cross-classified generalized mixed effects model for item administration.

Model 1 Model 2 Model 3 Model 4

Fixed effect Coefficient S.E. Coefficient S.E. Coefficient S.E. Coefficient S.E

Intercept �.06 .16 �.05 .17 4.43 .32 4.15 .36
Item level �2.72 .08 �2.79 .08
Preliminary score �2.04 .09 �2.04 .09
Item level-by-Preliminary score 1.22 .02 1.22 .02
Item order �.36 .09
Item alternatives .37 .08
Item length .20 .08

Random effect Variance RVC Variance RVC Variance RVC Variance RVC

Interviewer .17 .04 .20 .04 .36 .04 .36 .04
Patient .49 .11 .62 .11 .98 .10 .98 .10
Item .64 .14 .63 .11 1.25 .13 1.05 .11
Item-by-Interviewer .77 .14 .59 .06 .59 .06

Fixed effects R2 0 0 .34 .36
Total RVC .29 .40 .33 .31
Residual variance .71 .60 .33 .33

Log likelihood �20871 �19964 �16454 �16440
Number of parameters 4 5 8 11

Note. R2¼ R-squared, RVC¼ relative variance component.
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item-by-interviewer variance component accounted for
about 14% of the variance in item administration. The rela-
tive variance component of items dropped from 14% to
11% after introducing the item-by-interviewer variance com-
ponent to the model while other variance components
remained stable. This finding indicates that clinicians in our
sample differed in their tendency to administer certain items
(v2(1) ¼ 1815, p < .001).

This observation could be taken to indicate that clinicians�
preferences for certain items influenced their item adminis-
tration. This finding may however be caused by the fact
that, in the current study design, individual interviewers do
not necessarily meet the same group of patients, meaning
that clinicians may have clinically relevant reasons for hold-
ing different item preferences. This possibility was accounted
for in the next modeling step (Model 3), in which patient
preliminary scores was included in the model as a cross-
interaction with the item level variable. If clinicians follow
the guidelines for the interview, individual patients are
expected to be administered items from item levels adjacent
to their assigned preliminary scores. As such, interviewers
who administered the interview to patients who were
assigned high/low preliminary scores, may naturally tend to
administer more/fewer items from certain item levels, when
adapting the interview to individual patients.

This interpretation is supported by findings of the next
modeling step. When introducing 1) patient preliminary
scores, 2) item level, and 3) the cross interaction between
patient preliminary scores and item level to the model, the
relative variance component of the item-by-interviewer
interaction term dropped from 14% to 6%. This finding
indicates that more than half of this variance could be
accounted for by the introduction of these fixed-effects vari-
ables. The cross-interaction between patient preliminary
scores and item level accounted for 34% of the variance in
item administration (v2 (3) ¼ 7,020, p < .001). Figure 2 pro-
vides some insight into the nature of this interaction. This
figure shows the likelihood of items from levels 0, 1, 2, 3, and
4 being administered to patients assigned a preliminary score
of 0 (represented by the dashed line) or 4 (represented by the
full line) respectively. As can be seen from this figure,
patients were much more likely to be administered items
from a level close to their assigned preliminary score.

The addition of item covariates in the final modeling step
(Model 4), led to a minor increase in the overall variance in

item administration explained by our model, as indicated by
a 2% increase in R2 from Model 3 to Model 4. Finding only
a minor increase in R2 was to be expected, as these latter,
more incidental item characteristics ideally should have little
to no influence on item administration, compared to
expected patient severity. Surprisingly, however, the effects
of these item characteristics on item administration were all
significant, indicating that longer items of a level for which
more alternative items are listed and items that appear early
in a list of items, have a slightly higher chance of being
administered when comparing items that are similar in all
other aspects. Combining the random and fixed effects, this
final model accounted for 67% of the variance in item
administration.

Discussion

This study examined clinicians� utilization of the funnel
structure of the SCID-5-AMPD-I and found that clinicians
substantially shortened the interview by administering on
average only half of the 168 level-specific items available to
them. Generally, items were selected from a subset of 2-3
adjacent levels under each subdomain, indicating that clini-
cians actively explored multiple levels which might be suit-
able to a given patient, but did not actively administer
interview content from all levels under each subdomain. The
administration of interview content was fairly tailored to
individual patient cases, with no two interviews containing
exactly the same set of administered items, and any two
interviews sharing, on average, only half the administered
content with each other. The selection of interview items
was strongly impacted by clinicians� initial estimations of
patient severity, such that clinicians tended to administer
items corresponding to the preliminary scores assigned to
the patients. The effect of more superficial item characteris-
tics and aspects of the interview’s internal organization was
comparatively marginal. Together, these findings suggest: 1)
That the funnel structure promotes efficient assessments (as
the number of administered items is reduced by 50% and
the number of levels assessed under each subdomain is
reduced by 40%); 2) The funnel structure promotes indi-
vidually tailored assessments (in the sense that individual
interviews differ substantially in administered interview con-
tent); 3) Clinicians�decisions about which part of the interview
to administer are guided by relevant patient characteristics (i.e.,
preliminary scores assigned to the patient at an early stage of
the interview, representing expected patient severity).

Given that the SCID-5-AMPD-I has been found to have
good to excellent interrater reliability, our findings suggest
that non-fixed administration procedures such as the funnel
structure of the SCID-5-AMPD-I can be implemented with-
out necessarily representing a threat to reliability. These
findings may pave the way for the development of innova-
tive assessment procedures such as computerized adaptive
tests (CATs). In fact, the non-fixed administration proce-
dures endorsed in the SCID-5-AMPD-I are, in several
respects, reminiscent of CATs. Item administration based in
CATs is tailored to the patient on the fly, which is very

Figure 2. Probability of administering items from a given level for patients
with high and low preliminary scores.
Note. Pr (Item Administration)¼ The probability of item administration.
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similar to the SCID-5-AMPD-I procedure. More specifically,
a CAT selects items from an item bank based on informa-
tion about the items as well as the patient, while continu-
ously updating the estimation of the patient’s score on the
trait being measured (Chang, 2015; van der Linden & Glas,
2000). This means that individual patients are administered
personalized item sets based on their answers to previously
administered items. CATs are widely used in educational
contexts and have, over the last few years, become increas-
ingly popular in the field of clinical assessment (Gibbons
et al., 2016; Gibbons et al., 2014; Paap et al., 2019; Smits
et al., 2018). The clear advantage of a CAT, over linear
assessments, is its ability to produce efficient and individu-
ally tailored assessments without compromising the reliabil-
ity or comparability of scores across subjects (Braeken &
Paap, 2020; Chang, 2015; Paap et al., 2019; van der Linden
& Glas, 2000).

However, a very important difference between the SCID-
5-AMPD-I and a CAT is the manner in which the estima-
tion process is conducted. For a fixed-precision CAT, the
item selection is guided by an algorithm using item and per-
son characteristics estimated with statistical models and
large datasets (Chang, 2015; Smits et al., 2018; van der
Linden & Glas, 2000). When selecting the next item for
administration, the algorithm typically selects the item
which will produce the greatest reduction in measurement
error for the estimated patient score. The test continues
until the standard error of the estimated score falls below a
predetermined threshold. For the SCID-5-AMPD-I on the
other hand, the clinician is asked to perform a similar task
based on their clinical expertise and relevant patient experi-
ence. It is therefore important to examine which factors
impact clinicians� item selection, in order to verify that it is
informed by relevant patient characteristics rather than
other, unrelated factors. The manual for the SCID-5-AMPD-
I specifies that clinicians should decide which levels to assess
under each subdomain based on a) their initial evaluation of
the patient’s personality functioning, as indicated by the pre-
liminary score assigned at the beginning of the interview;
and b) patient answers to screening questions available at
the start of each subdomain (First et al., 2018a). Clinicians
are instructed to integrate this information with any obser-
vations they make about the patient and information gath-
ered throughout the interview to decide which level of
impairment is best suited to describe the patient.

Our findings suggest that clinicians in our sample fol-
lowed these instructions quite well. At the same time, how-
ever, we found potential indications that other factors,
unrelated to the patient, also influenced item selection. Out
of the ten items with the most missing data on item admin-
istration, eight were items exploring narcissistic or antisocial
traits and tendencies. Although this may have been a coinci-
dence, previous studies have suggested that clinicians may
avoid administering confrontational items when provided
with the freedom to select items in the SCID-5-AMPD-I.
Heltne et al. (2022), for instance, reported that clinicians in
the NorAMP sample described skipping items they consid-
ered overly complex or confrontational. Such preferential

item selection has also been suggested to have affected the
interrater reliability of the instrument in the original
NorAMP study. Here, the subdomain ‘Mutual regard
reflected in behavior’ had the lowest reliability with an ICC
of .24 (Buer Christensen et al., 2018). These authors sug-
gested one possible reason for this finding may be that
raters omitted confrontational or morally laden questions
listed under level 2 of this subdomain, and prematurely
skipped from level 1 to level 3. In our own analysis, we
found that the subdomain of ‘Mutual regard reflected in
behavior had by far the greatest number of non-adjacent
level administration with 26 instances, 25 of which repre-
sented the clinician administering items from level 1 and
level 3 without administering any items from level 2.
Though these findings may be the result of culturally based
tendencies specific to the Norwegian samples used in these
studies, these findings highlight the importance of examin-
ing factors that impact item selection for the SCID-5-
AMPD-I as well as for any other interview which adopts
similar, non-fixed administration procedures.

Our study also found that superficial item characteristics
related to the content and structure of the interview may
impact item selection. Although the effects were relatively
minor, clinicians were more likely to administer longer
items and items from level-subdomain combination with
multiple available items. Clinicians were also more likely to
administer items near the top of a list of available items
than those listed further down. In the current version of the
SCID-5-AMPD-I, the number of items listed under the lev-
els of each subdomain range from 1 to 6. At the time of
writing, the developers of the interview have not offered for-
mal explanation or reasoning for this variability in available
items or the ordering of items either on the official website
of the instrument (Columbia University, 2020) or in the
manual for the instrument (First et al., 2018a). Minor
adjustments to the interview’s content and structure could
prevent these more superficial elements from unduly affect-
ing item selection. For future editions of the SCID-5-
AMPD-I, we therefore suggest that developers present a
fixed number of items for each level, under each subdomain,
and that these items are ordered by their relative usefulness
for evaluating the level description they are meant to assess.
To realize this aim, we recommend surveying experienced
clinicians and asking them to order items according to their
relative suitability to assess the core aspects of corresponding
level descriptions.

Although the impact of preferential item selection and
structural elements of the interview were small in the cur-
rent sample, it is difficult to know how well these findings
will generalize to a naturalistic clinical setting. Most clini-
cians involved in the NorAMP had previous experience with
PD patients. They also received a two-day training seminar
which covered relevant theory and practice exercises.
Furthermore, these clinicians attended regular calibration
meetings together. Several of these clinicians have cited
training and calibration meetings as being essential for their
ability to administer the interview correctly (Heltne et al.,
2022). In a naturalistic clinical setting, however, access to
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training and level of experience of clinicians will vary.
Untrained novice clinicians may have trouble setting an
accurate preliminary score to guide further item selection,
leading them to have to administer more levels under each
subdomain before arriving at an appropriate score for their
patients. Replicating the findings of the current study in
more naturalistic clinical settings is therefore needed in
order to determine how important training is to clinicians’
ability to benefit from the SCID-5-AMPD-I funnel structure.

Even if similar results can be obtained in samples of
untrained raters, it is important to acknowledge that the
funnel structure of the SCID-5-AMPD-I may introduce an
additional risk of confirmation bias as compared to standard
fixed administration procedures in which all items are
administered to all patients. When an initial impression
about the patient is not only allowed to, but rather is sup-
posed to, affect decisions about which sections of the inter-
view to administer, there is a risk that clinicians will be
more likely to selectively seek information which confirms
rather than rejects this initial impression. While there are
elements in the interview�s administration guidelines which
could limit the impact of administration bias (e.g., the
instruction to assess increasing levels until the level under
assessment no longer applies), it was beyond the scope of
the current study to evaluate the impact of confirmation
bias on the administration and scoring of the SCID-5-
AMPD-I. Given that the risk of confirmation bias in clinical
decision making and diagnostic assessments has been docu-
mented in numerous studies (e.g., Crumlish & Kelly, 2009;
Mendel et al., 2011; Strohmer & Shivy, 1994) and may be
associated with erroneous diagnostic conclusions (Mendel
et al., 2011), it is important to address this issue in future
research. Before fully embracing the funnel structure of the
SCID-5-AMPD-I, we therefore strongly recommend evaluat-
ing whether the instrument introduces confirmation bias.

One way to go about it would be to compare total scores
between repeated interviews where patients are first admin-
istered the interview according to the funnel structure, and
then the entire interview. Confirmation bias would then be
expected to lead to low predictive validity between these two
assessments. Alternatively, one could compare the sensitivity
and specificity between funnel-structure and full-administra-
tion interviews. It is important that such investigations be
carried out before choosing non-fixed administration proce-
dures over more traditional linear procedures. Not doing so
would be to ignore a potentially crucial limitation of this
novel and innovative form of conducting semi-structured
clinical interviews.

Conclusion

Our results show that the funnel structure of the SCID-5-
AMPD-I has the potential to enable clinicians to conduct
more efficient and individually tailored assessments than is
possible with fixed administration procedures, in which all
patients are administered all interview items. The benefits of
these non-fixed administration procedures of the SCID-5-
AMPD-I does not appear to negatively impact the

instrument’s reliability. Similar non-fixed administration
procedures may thus represent a promising avenue for
improving the efficiency and individualization of other
semi-structured interviews. When similar procedures for
other instruments are adopted, clear administration guide-
lines and adequate training are recommended in order to
achieve optimal results. Furthermore, it is important to ver-
ify that item administration is informed by relevant factors.
The current study can serve as a template for conducting
such verifications. Although beyond the scope of the current
study, it is important to address the risk of confirmation
bias which may arise, when clinicians are instructed to use
their initial impressions of the patient’s condition to guide
content selection in a semi-structured interview. We have
therefore provided specific suggestions on how this matter
can be explored in future studies.
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